the size, width and consistency of pancreas and the pancreatic duct diameter. Conclusion: Binding PG is an effective, quick and easily replicable technique. It is widely applicable irrespective of the size, width and consistency of pancreas and the pancreatic duct diameter.
Background: Up to 80% of patients with periampullary malignancies present with obstructive jaundice. Additionally, up to 40% of them will have metastatic disease on presentation. The goal of therapy in these patients is to initiate systemic therapy without delay or complications. Herein we describe a complete endoscopic technique for diagnosing, staging, and palliating a periampullary malignancy. Methods: An 80-year-old female with multiple comorbidities presented with progressive nausea, vomiting, heartburn, and weight-loss. Her laboratoriy values were normal with the exception of an elevated CEA and CA 19-9. A computed tomography scan demonstrated biliary and gastric outlet obstruction at the level of a mass in the second portion of the duodenum with no evidence of distant disease or mesenteric vascular involvement. She was referred for an endoscopy with ultrasound (EUS). EUS demonstrated a suspicious lesion in the liver and biopsy confirmed malignant cells. Given the inability to render curative therapy, endoscopic biliary palliation was achieved via an EUS-guided choledochoduodenostomy with a selfexpanding, lumen-apposing stent. Subsequently, an endoscopic gastrojejunostomy was created using another selfexpanding, lumen-apposing stent by identifying a suitable loop of jejunum after instillation of methylene blue. Results: She tolerated oral intake the following day and began systemic chemotherapy within 2 weeks. At 3 months postprocedure, she had no biliary or gastric outlet obstruction. Conclusion: This technique can be used for patients with unresectable or metastatic disease who require palliation of gastric and/or biliary obstruction to expedite initiation of systemic chemotherapy. However, it requires close communication between gastroenterologists, surgeons, and oncologists to identify appropriate candidates and minimize the risk of complications. This video illustrates two extended hepatectomies, left and right, indicated to treat intra hepatic cholangiocarcinomas invading the retro hepatic vena cava.
INVITED VIDEO
They both involved caval resection and replacement by PTFE graft, under total vascular exclusion, using veno venous bypass.
In the first case, we used in situ liver cooling, whereas in the second case, we performed a topical cooling of the remnant liver parenchyma.
We present here each step of these uncommon surgical procedures.
After liver mobilization, IVC control (under and above the liver), and inflow division to the future resected liver lobe, veno venous bypass was initiated. Parenchymal transection was performed under total vascular exclusion.
During the extended left hepatectomy, a reimplantation of the right hepatic veins on the PTFE graft is performed. In the extended right, we managed to preserve the left hepatic vein outflow when clamping the IVC upper stump. In the second case, bile duct resection and Roux en Y hepaticojejunostomy was required. Dissection progresses towards paracaval portion sparing caudate process (pedicle from right liver). Liver parenchyma is divided with bipolar forceps and resection is completed. Surgical specimen is retrieved through the umbilical incision. No drains are left in place. Results: Operative time was 120 minutes and there was minimal bleeding. Recovery was uneventful and patient HPB 2018, 20 (S1), S111eS118
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